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JThe University of Michigan School of Public Health Preventive Medicine Residency (UMSPH PMR)
Integrative Medicine Program (IMP) was developed to incorporate integrative medicine (IM),
public health, and preventive medicine principles into a comprehensive curriculum for preventive
medicine residents and faculty. The objectives of this project were to (1) increase the preventive
medicine workforce skill sets based in complementary and alternative medicine and IM that would
address individual and population health issues; (2) address the increasing demand for evidence-
based IM by training physicians to implement cost-effective primary and secondary prevention
services and programs; and (3) share lessons learned, curriculum evaluations, and best practices with
the larger cohort of funded IM PMR programs. The UMSPH PMR collaborated with University of
Michigan IM faculty to incorporate existing IM competencies with those already established for
preventive medicine and public health residency training as the ﬁrst critical step for IMP curriculum
integration. Essential teaching strategies incorporated didactic and practicum methods, and made
use of seasoned IM faculty, along with newly minted preventive medicine integrative teaching
faculty, and PMR resident learners as IM teachers. The major components of the IMP curriculum
included resident participation in IMP Orientation Sessions, resident leadership in epidemiology
graduate IM seminars, resident rotations in IM month-long clinical practicums, resident
participation in interprofessional health system–wide IM clinical case conferences, and PMR faculty
enrollment in the renowned Faculty Scholars Program in Integrative Healthcare. This paper
describes the novel interdisciplinary collaborations and key curriculum components that resulted in
the IMP, as well as evaluation of strengths, weaknesses, and lessons learned.
(Am J Prev Med 2015;49(5S3):S270–S277) & 2015 American Journal of Preventive Medicine. This is an open
access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).IntroductionThe last two decades have shown an increasing useof complementary and alternative medicine(CAM) care by Michigan citizens. CAM includes
therapies such as dietary supplements (herbs, high-dose
vitamins); acupuncture; homeopathy; special diets;
manipulative therapies (massage, chiropractic); medita-
tion; and other mind–body therapies, among others.1 A
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is an open access article under the CC BY-NCof use of CAM by Michigan adults showed that nearly
half (49.7%) of Michigan adults had used at least one
CAM therapy in the previous 12 months. Highly used
therapies included herbs and supplements, chiropractic
manipulation, special diets, meditation, and yoga. A 2004
study2 of pediatric patients presenting to a large urban
emergency department in Detroit reported that 15% of
children in surveyed families had used CAM. In June
2012, just prior to the implementation of the Health
Resources and Services Administration’s Integrative
Medicine (IM) Program by the American College of
Preventive Medicine, only 52 Michigan physicians were
listed as certiﬁed by the American Board of Integrative
Holistic Medicine, although there were likely a number of
medical physicians with expertise in CAM who did not
have this board certiﬁcation.3 By contrast, an unpub-
lished GIS study by a University of Michigan (UM)
faculty member found that more than 1,000 CAM
providers were practicing in southeastern Michigan.4n Journal of Preventive Medicine  Published by Elsevier Inc. This
-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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in the 2012 National Health Interview Study5 that
indicate CAM usage in these same therapies by 33.2%
of the population. Women, college-educated people, and
former smokers are more likely to use CAM, and almost
50% of CAM users do not inform their physicians about
this use.6 CAM users, however, are more likely than non-
CAM users to report their health as excellent,7 revealing
provocative population health dilemmas. The knowledge
base of physicians has continued to lag behind the public
uptake of CAM. An early response to this discrepancy
was an NIH R25 educational program that seeded health
professions student and faculty education at UM and
elsewhere across the country.8
At the residency level of training, primary care special-
ties such as family medicine have led the way in
developing IM curriculum. Based on a survey of eight
U.S. family medicine programs, 80% of faculty respond-
ents reported that they would like to see IM content
woven into all areas of the residency curriculum,
particularly in areas related to nutrition and supple-
ments, botanicals, physical activity, mind–body medi-
cine, physician wellness, and patient-centered care.9
More broadly, there is increasing awareness of the
potential population health beneﬁts of collaboration
across public health and primary care10 and the impor-
tance of competency-based education for health
professionals.11
It is within this environment that a need for additional
physician training in IM was identiﬁed by the UM School
of Public Health’s Preventive Medicine Residency
(UMSPH PMR). The UMSPH PMR is an approved,
accredited program in Public Health and General Pre-
ventive Medicine by the Accreditation Council for
Graduate Medical Education, and has trained physicians
since 1969 for careers in clinical preventive medicine and
public health. In collaboration with UMIM faculty
investigators based in family medicine, the program
received funding to develop graduate medical education
curriculum in IM for the UMSPH PMR that would
increase the preventive medicine workforce skill sets of
CAM and IM to address both individual and population
health issues. This paper describes the initial mapping of
the IM competency-based curriculum that combined
family medicine IM competencies with existing Preven-
tive Medicine competencies, the implementation of the
resultant curriculum, and the lessons and best practices
learned from this process.
Methods
Through afﬁliation with the UMIM program, a member of the
Academic Consortium for Integrative Medicine & Health,12 theNovember 2015UMSPH PMR was able to tap into the educational resources
already developed by UMIM faculty. The UMIM program includes
clinical services in several departments, research, and graduate
medical training components,13 including a Family Medicine
fellowship in IM.14 Further, a year-long immersion faculty devel-
opment program at the University of Michigan, the Faculty
Scholars Program (FSP) in Integrative Healthcare, was made
available to the UMSPH PMR faculty so that they could gain
and advance knowledge and practice of integrative health care to
preventive medicine residents.15,16 To guide the UMSPH PMR
curriculum development process, the authors, who met and
planned monthly, also engaged community-based IM physicians
and CAM providers, a second-year preventive medicine resident
and UMSPH public health faculty, to serve together on a
Preventive Medicine IM Advisory Committee. This committee
met in person quarterly throughout the grant period.
The initial curriculum plan for preventive medicine was based
upon the IM competencies approved for graduate medical
education by the Society of Teachers of Family Medicine
(STFM),17–19 a professional association of 5,000 academics
involved in family medicine education. This set of 19 IM
competencies, as described in Appendix Table 1 (available online),
used the Accreditation Council for Graduate Medical Education
domain framework and, as such, could be aligned to the
competencies espoused by preventive medicine.18 For example,
trainees in both specialties must develop skills in the promotion of
health behavior change and understand the evidence underlying
preventive therapies. Like IM, preventive medicine residents and
practitioners promote health, prevent illness, manage disease
processes, and provide individual and population health education
for lifestyle changes and self-care.16
The preventive medicine specialty, however, trains physicians in
both clinical and public health and utilizes both individual and
population health competencies.20 Consequently, the authors were
particularly interested in those STFM-approved IM competencies
that incorporated population health attitudes and skills; these were
best represented by those under the Systems-Based Practice
domain.20 By initially applying the STFM competencies, the
authors proposed to have IM faculty and licensed CAM practi-
tioners teach UMSPH preventive medicine residents through
graduate seminars, online modules, and a 1-month clinical
rotation about IM principles and evidence-based complementary
approaches that could be used along with familiar conventional
drugs and surgical treatments. Residents showcased their learning
by leading topical IM seminars for peer residents (master’s- and
PhD-level students in public health) as well as case-based
presentations for interprofessional health system employees, using
their experience from their clinical IM rotations.
Appendix Table 1 (available online) displays the initial STFM
competency mapping conducted to align with the proposed
didactic, clinical practice, and online modalities offered by the
integrative preventive medicine curriculum. Although these
competencies guided the UMSPH PMR IM curriculum develop-
ment, the authors subsequently worked with the 11 other grantee
institutions, Health Resources and Services Administration, and
Integrative Medicine in Preventive Medicine Education program
to incorporate a consistent set of preventive medicine–speciﬁc
IM competencies that future implementations of the UMSPH
PMR curriculum would follow (as reviewed by Jani et al. in this
supplement).21,22
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new for postgraduate year (PGY)2 and PGY3 residents, both
cohorts were enrolled in Year 1 of the curriculum plan in 2012.
With the input of the Advisory Committee, the IM and PMR
program faculty provided a 4-hour didactic orientation session.
The content included a presentation and discussion of required
readings23–25 related to core principles and practices of IM, and
experiential content to address self-care and holistic wellness
planning. Residents participated in experiencing mind–body stress
reduction practices,26 including mindfulness meditation, and
created a self-care plan for wellness.
As shown in Figure 1, the UMSPH PMR holds a weekly 2-hour
Preventive Medicine Seminar throughout the calendar year. With
guidance from the Advisory Committee, the authors adapted two
seminars in each academic semester to address IM topics. The
seminars were also accessible (for academic credit) to UM public
health graduate students, medical and dental students, as well as
the preventive medicine residents. A particular strength of the
design of these seminars was the assignment of one preventive
medicine resident to lead each session and work with the IM guest
faculty to build his or her presentation. In addition, they mentored
a public health graduate student to also present material and lead
discussion related to the topic. Residents were also asked to review
IM teaching modules27 and required to attend the Department of
Family Medicine’s Integrative Medicine Case Conferences. They
were assigned one conference to provide a seminar on a case of
interest, chosen with the assistance of the IM clinic preceptor.
The development of a clinical practicum in IM for preventive
medicine residents was greatly enhanced by the existence of the
UM Integrative Family Medicine Clinic through which all resi-
dents rotated. The Advisory Committee consisted of community-
based IM physicians and CAM providers who volunteered to alsoFigure 1. Two-year rotation timeline for integrative medicine in p
of Public Health Preventive Medicine Residency.be practicum preceptors during the required 1-month rotation. In
addition to spending time in clinical care, residents met weekly
with UMIM faculty to discuss their activities and impressions.
Discussions and didactic learning focused on the use of a holistic
approach to patient care, emphasizing the importance of the
patient-centered relationship, the precepts of motivational inter-
viewing to promote behavior change, and the selection of
appropriate information resources and referrals.
To accentuate the importance of and evaluate resident–patient
clinical interactions, the authors requested that patients evaluate
the resident’s clinical interaction using an electronic survey placed
on an accessible iPad. Patients were queried about whether the
resident asked about lifestyle patterns and health behaviors, and if
their communication style portrayed an empathic manner, listen-
ing sensitively to the patient’s concerns.
The preventive medicine specialty is historically based on the
role of the public health practitioner20; as such, the authors were
particularly interested in the IM Systems-Based Practice compe-
tencies that could be directly linked to population health. Con-
sequently, during the clinical IM rotation, the IMP faculty with
Advisory Committee input, planned for residents to spend 1–2
days per week with a local health department medical director
(also certiﬁed by the American Board of Integrative Holistic
Medicine) to address systems-based, population-level issues of
IM practice.
To address the need for faculty development in IM knowledge,
attitudes, and skills, UM developed a year-long, 100-hour,
interdisciplinary FSP in Integrative Healthcare that has been
now operational for 13 years and includes4120 academic faculty
trained in IM at UM. Faculty FSP participants are required to
develop a curriculum, research, or clinical service project in
integrative health care based on their interest and passion. Thisreventive medicine curriculum, University of Michigan School
www.ajpmonline.org
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apply to this program, and expand their understanding of IM at a
theoretic and programmatic level.
Development of Evaluation Tool
In addition to program evaluation practices already conducted by
the UMSPH PMR Graduate Medical Education Committee
(GMEC), Residency Advisory Committee, and Internal Reviews,
several evaluation tools were developed speciﬁcally for the new PMR
IM curriculum and shared with the Integrative Medicine in
Preventive Medicine Education national coordinating center. Eval-
uation forms were adapted from other IM programs, including
UMIM and the University of Arizona,28 and integrated into the
existing residency electronic Resident Learner Portfolio system;
these addressed CAM competencies, self-assessments, and practice.
These evaluation tools included faculty and preceptor evaluations of
the resident, resident evaluations of their rotations, a 20-item self-
assessment of key content knowledge of IM, a 42-item self-assess-
ment of learners’ relationship-centered attitudes for IM patient
care,29 a self-care assessment inventory and wellness plan, com-
pletion of IM online modules, and development of a capstone
presentation at the monthly interprofessional IM case conference of
a case summary based on the resident’s IM clinical rotation.
The program measured faculty development of competence in
IM. Preventive Medicine faculty new to IM participated in the FSP;
knowledge and attitudes were assessed through narrative reﬂec-
tions, self-assessments, and presentations of education projects
they were required to design.
Results
The 2-year curriculum was developed to enable the
continuation of IM curricula in the PMR graduate medical
education curriculum beyond the funding period. Tables 1
and 2 document the ﬁnalized teaching plan beginn-
ing in Orientation of the PGY2 year and throughout theTable 1. Year 1 UMSPH Preventive Medicine IM Curriculum
Foundations of health: Prevention and wellness
Assigne
reading
Orientation and introduction to IM X
Principles and practice of integrative medicine
overview
X
Stress/mind-body therapies X
Self-care assessment/planning X
Incorporating IM into Preventive Medicine Seminars X
Sleep and physical activity X
Herbs, vitamins, and supplements X
IM Applications for preventing morbidity of medical
conditions
X
Total hours
IM, integrative medicine; UMSPH, University of Michigan School of Public H
November 201524-month training program, resulting in 28 hours of
didactic instruction and 160 hours of practicum experi-
ence. Figure 1 outlines the IM in preventive medicine
curriculum across the 24-month training time frame.
In the 2-year program, seven residents participated in
IM Orientations and IM PMR seminars; four residents
rotated in the IM clinical rotations, and three faculty
members were trained in IM by the FSP. More than 20
public health graduate students were also exposed to IM
through the IM PMR seminars.
Resident evaluations of the Orientation sessions from
the ﬁrst cohort showed that they were interested in the
evidence base for integrative and CAM practices, appre-
ciated a holistic approach to patient care, and understood
the desire for nonconventional modes of therapy in the
patient population. For example, the average evaluation
rating, using a 5-point Likert-type scale, to the item,
Overall, the presentations contributed to my education,
was 4.3. Residents were interested in the interactive
components of the orientation, although expressed some
discomfort in practicing self-care techniques.
Based on the evaluation feedback, the authors revised
the Orientation to include an overview of the various
systems and therapies subsumed under CAM or IM,
emphasizing the epidemiology of CAM uptake by
individuals. We decreased the emphasis on the practice
of self-care; however, we retained some experiential
components that encouraged self-reﬂection and expres-
sion (journaling and art) and explored through active
discussion residents’ previous experiences with IM and
CAM, perceptions about CAM and IM, and its utility
for future preventive medicine and public health
practice.d
s
Duration
(hours)
4
2
1
1
8
2
2
4
12
ealth.IM faculty together with pre-
ventive medicine faculty assis-
tance guided the evidence-
based IM seminar sessions in
the ﬁrst 2 years of the program,
providing readings and ques-
tions for discussion. Session
topics included acupuncture
for the treatment of chronic
pain; the importance of exercise
and sleep in health; traditional
Chinese medicine; and CAM
strategies for respiratory infec-
tions, diabetes, and cardiovas-
cular disease, among others.
These sessions were well att-
ended and characterized by a
signiﬁcant amount of classroom
discussion; evaluations were
positive, with scores ranging
Table 2. Year 2 UMSPH Preventive Medicine IM Curriculum
IM practice and treatment planning Readings
Duration
(hours)
IM Orientation Year 2 4
Integrative medicine principles II X 2
IM treatment planning/clinical integration X 2
Incorporating IM into preventive medicine seminars X 12
IM applications for preventing morbidity of medical conditions X 4
Mind-body medicine evidence and practice X 1
Manual medicine evidence and practice X 1
Herbs and supplements evidence X 2
Medical conditions (asthma, CVD, depression, DM, HTN, obesity) X 4
IM clinical rotation for preventive medicine residents X 128
The IM case conference capstone presentation X 2
Clinical IM rotations 126
The IM clinical rotation in public health 32
Total hours 176
CVD, cardiovascular disease; DM, diabetes mellitus; HTN, hypertension; IM, integrative medicine; UMSPH,
University of Michigan School of Public Health.
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presentations contributed to my education. These ratings
were, and continue to be, similar to the non-IM seminars
provided. The short academic calendar limited the
number of topics in IM that could be included, as public
health and preventive medicine seminars must address a
broad range of PMR competencies across emergency
preparedness, health management and policy, environ-
mental health sciences, health behavior and health
education, and health management and policy. Because
many of these topic areas have IM and CAM content that
can contribute to preventive medicine, in the future, an
additional reading in IM will be allocated for each of the
relevant seminar topics. In this way, integrated evidence-
based approaches that include IM and CAM will be
available for discussion, and the scope of resident knowl-
edge base can be enhanced.
Preceptor evaluations of the four residents who rotated
within IM during the IMP were all Above Average to
Excellent. Patient iPad evaluations could not be con-
ducted reliably; residents found that they were never able
to independently evaluate patients; thus, patient-based
surveys of the resident could not be conducted. The
curriculum was subsequently revised so that the resident
could evaluate the preceptor–patient interaction using
this same survey. The novel use of this tool actually
helped the residents better focus their observation on thedimensions that make up
a holistic and patient-cente-
red approach.
During their clinical IM
rotations, residents were
guided to prepare a presen-
tation for the monthly IM
Case Conference series, and
which served as their “cap-
stone” IM learning activity.
This activity proved to be
one of the stronger compo-
nents of the curriculum.
Residents assimilated their
experiences within the IM
clinic with the knowledge
attained through seminars
and other didactics to pro-
vide a professional seminar
to an interprofessional group
of peer residents and IM
fellows, faculty, and com-
munity practitioners. Exam-
ples of topics included IM
approaches to vertigo, herbal
polypharmacy, opioid use,and traditional Chinese medicine. Faculty, preceptor,
and resident evaluations received all positive ratings
(44.0 on a 5-point Likert-type scale) for these presenta-
tions, although there were only four presentations during
this period. However, the primary evaluative impact
appeared in resident feedback during the GMEC and
resident rotation semiannual evaluations with program
staff. The ability to interact more with IM practitioners in
a clinical/academic setting was mentioned anecdotally.
Thus, this case conference presentation will remain as the
Capstone of the IM rotation within the UMPSH PMR.
Residents were scheduled during their IM rotation in a
local health department where they could work on a
community-level program that incorporated IM princi-
ples that were based on one of the PMR faculty’s FSP
project: the use of exercise and meditation in a school for
at-risk children maintained by the county’s human
services agency. Implementation of this curricular com-
ponent was unsuccessful, as scheduling problems with
the local health agency prohibited resident participation.
Three PMR clinical faculty participated in the UM
Faculty Scholar’s program during the 2 years of the IM
UMSPH PMR curriculum implementation period. The
PMR faculty’s extremely positive ratings on Likert rating
scales were in line with the 17 other members, ranging
from 4 to 5; subjective examples of their feedback are
provided in Figure 2.www.ajpmonline.org
This has been really eye opening to me. Having trained in conventional 
medicine principles and being extremely skeptical my whole life about any other 
things that were not part of the establishment, I have to admit that I have totally 
changed my mind about many things….. The FSP has also allowed me to 
rediscover my roots as a preventive medicine physician…… I definitely 
have a greater appreciation for how an integrative approach to medicine meets 
patients’ needs compared with how I was trained in a more ‘sterile’ medical 
approach…….I absolutely loved this program and feel so fortunate to have been 
able to participate. The content was very comprehensive, the speakers were 
knowledgeable and the discussions with the other scholars were lively and 
intellectually engaging  
I come from a background in which I was pretty cynical about CAM and whether 
there was much of an evidence base to practice, and to have my eyes opened 
to the evidence-based world of CAM and IM was a HUGE professional and 
personal change for me. I have a new respect for many of the modalities that, 
beforehand, I had not really understood.  SO, a year later….I am actually 
surprised about the extent of self-learning, respect for CAM, and understanding 
about the power of spirit that I attained in the FSP course, in addition to the 
information about IM and various CAM modalities that was provided. The setting 
was incredibly enjoyable—discussing IM and CAM with fellow faculty from 
diverse professions—and realizing that we all had quite a bit in common……  
I think that the FSP has made me made me listen more to my heart and my gut, 
and made me look for my sense of center. Made me understand how much that 
feeling non-centered leads to stress and poor health in all of our patients, and 
that health is about the whole, not just a dysfunctional even in one system or 
another. Made me respect those times that, when healing occurred and I 
couldn’t understand how or why, and appreciate them. Made me be more open 
to philosophies that are different from mine, and respect those as long as they 
respect the whole patient, and cause no harm.  
Figure 2. Evaluation comments: Preventive Medicine Faculty Scholars, 2012–2014.
CAM, complementary and alternative medicine; FSP, faculty scholars program; IM, integrative
medicine.
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The incorporation of IM curricula within the UMSPH
PMR graduate medical education program was success-
ful, as highlighted by the active participation of both IM
faculty, and a multidisciplinary Advisory Committee that
included IM practitioners, the number of additional
public health faculty trained in IM through FSP, as well
as a previously implemented IM curriculum at the
residency and undergraduate medical level that could
be adapted for the preventive medicine program at
UMSPH. The results of the IMP implementation are
initially reassuring; no declines in resident attitudes from
baseline were observed toward IM and CAM through the
ﬁrst 2 years, similar to the 2007 Stratton study of CAM
education in health professions.30
A few controversial issues did arise for some of the
residents: The ﬁrst was the previously mentioned dis-
comfort in practice of self-care that included the teaching
of mindfulness meditation and led to a revision of the
IMP Orientation. This uneasiness may have been resi-
dent speciﬁc or related to its content placement inNovember 2015the curriculum. Offering practice
opportunities for these mindfulness
stress reduction strategies during
the clinical rotation may have been
more appropriate after a broader
introduction of the IMP and expo-
sure to the clinical practice of IM.
Another concern addressed to the
GMEC involved the anti-vaccine
beliefs held by a community-based
IM physician that one of our resi-
dents visited and is incongruent
with the principles and practice of
public health and preventive med-
icine. Owing to this concern, the
GMEC requested that the IM rota-
tion become elective for future
resident cohorts beginning in
2015. This potential scenario will
be included in didactic discussions
within future IM Orientation ses-
sions so that residents become
familiar with the spectrum of
beliefs and practices by community
providers, regardless of whether
they agree with them, and with
how to explore responding to
patients whomay have strong opin-
ions about this issue.
By providing a 4-hour Orienta-tion to IM, the authors were able to lay the foundation for
embedding IM principles early in the graduate medical
education program and clarify the overall goal for IM
curricula in the PMR. They learned that it was critical to
make residents aware of the expectations for their
learning of IM at the onset. Owing to the small number
of IM seminars and short rotations (the 1-month
required practicum), the authors could not expect
residents to develop sufﬁcient clinical knowledge and
skill to employ CAM practices. Instead, the foci needed to
be directed to the appreciation for the broad range of
CAM specialties, availability of evidence-based material,
appropriate use of referral resources in the community,
and the potential application of IM to public health
issues. The emphasis on these four curriculum objectives
was critically important to share with the residents in
future orientations and in one-on-one mentoring
sessions.
The authors found that a comprehensive Orientation
session of sufﬁcient duration (no less than 4 hours in one
session) is vital to providing a foundation for incorpo-
ration of IM into the UMSPH PMR program. This time is
integral to address the baseline knowledge and attitudes
Wells et al / Am J Prev Med 2015;49(5S3):S270–S277S276of physicians in training toward IM and CAM as well as to
explore the scope and limitations of the program; this
curriculum was not intended to transform the resident into
an IM practitioner, but to increase awareness of CAM’s
evidence base, principles and practice, and referral and
reference resources. Resident knowledge and positive shift
in attitudes toward IM was facilitated by their success in the
Capstone project presentations; these events were attended
by both academic and community-based IM practitioners
which enhanced “buy-in” from other participating PMR
residents and also consolidated the learning objectives of
the curriculum.
Limitations in UMSPH PMR program implementa-
tion in IM were primarily due to scheduling issues, both
for the establishment of rotations with community
practitioners as well as with the local health department
sites. First, residents often were observers or history
takers in the IM clinic, given their lack of training in IM
or CAM.Moreover the very premise of IM, the provider–
patient relationship, became a barrier to this curriculum
activity, as residents found it difﬁcult to engage fully with
an IM patient who was expecting a visit with their IM or
CAM provider. Second, a major barrier in achieving a
public health experience in IM was due to the inability to
establish a community-based IM project that could be
developed by the residents in partnership with the local
health department within the project period. Third, the
preventive medicine training requirements are broad in
scope and include 9 full months of graduate education for a
Master of Public Health degree, leaving 15 months to
achieve all required practicum rotations; however, the
dedication and support of the IM faculty and the Depart-
ment of Family Medicine greatly facilitated accommodating
these scheduling challenges. Lastly, although the program
has exposed all enrolled residents to IM concepts and
principles through Orientation and PMR seminars, only
four residents completed the full didactic and practicum
portions of the 2-year program, making curriculum evalua-
tion and generalizability difﬁcult.
Though PMR programs vary across the U.S., and the
UMSPH PMR utilized several novel approaches for
teaching IM, the authors do feel that components of this
outlined program could be easily incorporated into PMR
general preventive medicine and public health curricula.
Replicability would be challenging within the same 2-
year time frame, but success would be highly probable if
there are trained faculty, and an advisory committee with
which the clinical rotation could be replicated with
community practitioners who are vetted for preventive
medicine preceptorship.
The Integrative Medicine in Preventive Medicine
Education Preventive Medicine competencies were
approved and implemented by the UMSPH PMR in2014.28 These preventive medicine–speciﬁc competen-
cies map similarly to the current UMSPH PMR IM
curriculum so that the revised curricular activities, as
portrayed in Tables 1 and 2, will provide a strong basis
for continuing to develop an ongoing IM track within the
UMSPH PMR program. The lessons learned from
implementing this program will strengthen the ability
to support the goal of addressing the health and well-
being of patients and communities by educating future
public health and preventive medicine physicians about
CAM use within their patients and communities, and the
evidence base for good IM practices and referral resour-
ces available within preventive medicine and public
health settings.
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